
rhinitis. I have seen a number of cases in which the cana¬
liculus had been slit and the duct treated with probes for a
length of time, without satisfactory relief, entirely cured by
the relief of an existing eye strain. In managing a case of
epiphora, I first remove the eye strain. A large proportion
of the cases in the early stages are relieved by removing
this source of irritation to the lachrymal apparatus. I
accept the view that if it be possible to maintain the ana¬
tomical and physiological structure of the lachrymal pas¬
sages, it should be done. I have therefore followed the line
of treatment referred to by Dr. Gould, and thus relieved a
certain proportion of cases. Finally, we come to a class of
cases where the disease is not relieved by the measures men¬
tioned, and then the knife and probes have done me great
service, and I should be loath to throw them aside. I have
had the greatest satisfaction in the use of Williams' probes,
but it is extremely difficult to procure these made in the
proper way. The probe should be stiff and elastic, so as to
bend without tearing the tissues. With these probes I have
been able to pass through strictures of the lachrymal pas¬
sages without injury to the tissues, a thing I could not have
done so well with the stiff Bowman's probe.

Dr. Charles Hermon Thomas, Philadelphia :—In regard to
the parallelism between the conditions found in urethral
surgery and in that of the lachrymal duct, of course it is easy
to force the comparison too far. The conditions are not
identical, yet in some respects they are parallel. There is
one point of lixeness however, which may be stated emphat¬
ically, and that is that in treating stricture of the urethra,
every good surgeon considers it all but criminal to make a
false passage, and the same is true in regard to stricture of
the lachrymal duct.

If ..here is one thing more than another which should be
borne in mind in carrying out the plan which I have sug¬gested, it is to take time to get though the Suricture by means
of dilatation, and not by forcing. No surgeon would think
of making enough pressure to force a false passage in the
urethra. He would repeat the attempt, sitting after sitting.
In trying to get through these strictures I take all the time
that may be required. I try first to coax through by the
Williams' probe. If it does not pass, Anel's probe is to be
tried. If this fails to find a passage, I wash the duct out with
the syringe and tell the patient to come the next day. After
a way through has been found the conical end of the stric-
turotome is to be introduced, and using it persistently as a
dilator, it is passed through the stricture. Then a draw cut,
not a cut by thrusting, is made. The incisions are to be made
laterally and in front. In this way it is impossible to do
harm.

A particular point is to be noted in regard to slitting the
canaliculus and the opening into the sac. One gentleman
asked if I had ever known an instance of shrinking of the
opening into the sac. I have known such cases. This trou¬
ble was met with when I used the Weber knife. I now use
a director and Beer's knife, pass it along until the knife has
entered the sac completely, then withdrawing elevate it a
little and cut upwards making a free opening in the sac.
There is no more danger of such an opening closing than of
the canaliculus closing.

I agree with all that has been said in regard to Williams'
probes. As to Bowman's probes, if they are to be used at
all they should be provided with conical tips.

Dr. Samuel D. Risley,Philadelphia :—I have but little to add
to this interesting discussion, but am much gratified at the
tendency to conservatism manifested by the remarks already
made. What I wished to enforce in my paper was the possi¬
bility of.treating these forms of disease without recourse to
the violent measures which were employed during the early
days of my ophthalmic career. I distinctly remember see¬
ing large probes passed forcibly through the bony duct,
which could have no other result than crushing the bone and
doing permanent injury. Even in later years, I have seen
cases where I felt sure that the existing form of the disease
was due in large measure to the violent methods of treat¬
ment to which the duct had been subjected. I have had no ex¬
perience with the slitting of so-called strictures of the duct.
As I pointed out in the paper.I think that stricture in the ordi¬
nary sense, that is a closure of the duct at one point, is com¬
paratively rare ; that the closure is due to more or less uni¬
form thickening of the lining mucous membrane, and rea¬
soning a priori, to pass a knife through this, however gently,
and cutting it must leave a scar in the mucous membrane,
and every scar is an injury to the tissue. This is simply rea¬
soning without experience, however, and I have no doubt that
Dr.Thomas's observations have been accurate and thoroughly
conscientious, and do not criticise his methods. It has always

seemed to me to be more rational to get rid of the thicken¬
ing of the duct by gentle means.

I was interested in Dr. de Schweintz' remarks in reference
to the narrowing of the field of vision. I did not hear Dr.
Gradle's paper, but judging from the discussion I think that
he alludes to intra-ocular conditions found in association
with nasal disease. I have seen a number of interesting
things in ¿his line and now have under treatment a young
woman with impaired central vision and much contracted
field both for form and red and blanching of the outer half
of the optic nerve. I had seen her some years previously
on account of a small coloboma of the nerve sheath. She
came back with the condition described. Her father had had
hsemorrhagic glaucoma, for which I did iridectomy and sub¬
sequently had to remove the organ. We can therefore un¬
derstand what great anxiety must have been caused by the
failure in the daughter's vision. I could find no intra-ocular
cause for it. She also had violent hemi-crania. I examined
the nostril and on the corresponding side found the cavity
quite thoroughly occluded by hypertrophie tissue. After a
few days' treatment in which the hypertrophy was removed,
vision improved, the field for form and red became almost
normal. The central vision also improved and the hemi-
crania disappeared.

Dr. G. A. Aschman, Wheeling, W. Va :—I was much pleased
to learn of the advocacy of conservative treatment. I have
always tried to avoid slitting of the canaliculus wherever
possible. There is one point which should be emphasized to
the profession generally. It has been the experience of every
one to have a patient referred to him after the family physi¬
cian has slit the canaliculus, generally he does not use

probes. In the majority of cases this fails to give relief and
the patient is sent to us. Often a great deal of harm has
already been done. As Dr. Tilley thinks, there is a capillary
attraction here which is lost when we cut the puncta.

In regard to the point with reference to gonorrhoea pass¬
ing through the nostril to the eye. I was struck by the point
all the more because in one of my cases after closing the
puncta on one side, secretion seemed to increase on the other
side. There is undoubtedly some connection between the
two.

In regard to closing the puncta to prevent inoculation
from the lachrymal sac, I would state that in speaking with
Dr. Knapp, he said that he had used the electro-cautery but
had not always succeeded in closing the puncta sufficiently.
So far I have had no difficulty if it is thoroughly done after
treating by injection the canaliculus and sac. There has
been firm adhesion in all cases. So many eyes have been
lost in this way that it is important that we should find some
reliable means of excluding infection from the sac.

Dr. George M. Gould, Philadelphia :—I only wish to add a
word in regard to Dr. Conner's case. The reports of such
cases are often looked upon with suspicion. If there is any¬
thing certain it is the fact of the existence of reflex neuroses.
I wish to support the case cited by Connor by a case of my
own. Mr. T., a well educated gentleman and one who has
not the least sign of hysteria, finds hat whenever he wears a

stronger myopic lens given for temporary use than the one
ordered "for constant use" he will have all the symptoms of
an intense common cold. In two hours the nose will become
congested and run, the voice will become hoarse—in a word
there will be all the symptoms of an acute coryza. Putting
on the weaker glasses these symptoms will in two hours dis¬
appear. This has been repeated so frequently that there can
be no question in regard to it.

INSUFFICIENCIES OF THE OBLIQUE MUS¬
CLES AND HOW TO CORRECT THEM.

Read in the Section of Ophthalmology, at the Forty-third Annual Meet¬
ing of the American Medical Association, held at Detroit,

Mich.. June. 1892.

BY G. C. SAVAGE, M.D.,
OF NASHVILLE. TENN.

PROF. OF OPHTHALMOLOGY AND OTOLOGY IN THE MEDICAL DEPARTMENTS
OF THE UNIVERSITY OF NASHVILLE AND VANDERBILT UNIVERSITY.

In the Archives of Ophthalmology, Vol. xx, No. 1,
1891, I announced my discovery of " Insufficiency of
the Oblique Muscles." I closed that paper by saying
of the nervous symptoms brought about by that
state : " I can see no hope of prevention or cure."
On the 17th day of May, 1892, while a patient was

before me whom I had known to be a sufferer from
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this condition for two years, and to whom I had often
said, " There is not now, nor can I see how there ever
can be, any relief for this trouble," a thought of the
proper means of correction dawned upon me. I at
once applied the newly thought of principle in this
case, and with the most gratifying results. Of this
case I shall have more to say before closing this
paper.

Before setting forth the treatment I will refer to
the condition itself, and the proper means of detect¬
ing it. In doing this, since I cannot do better, I quote
from my paper published in the Archives: "Every
ophthalmic surgeon, however skilled in correcting
errors of refraction and in operating for the different
known forms of heterophoria, has had cases of eye-
strain for which he could do but little. In investi¬
gating a few such cases during the last six months I
have found the cause to be a want of equilibrium on
the part of the oblique muscles. The detection of this
condition is easy. I place a double prism (my mod¬
ification of the Maddox prism) before one eye, the
other for the moment being covered, and ask the
patient to look at a horizontal line on a card held 18
inches away. The effect of the double prism (each
6° base in), so placed that the axis is vertical, is to
make the line appear to be two, each parallel with
the other. The other eye is now uncovered, and a

third line is seen between the two, with which it
should be perfectly parallel.

"While a change of the position of.the axis of the
double prism from the vertical towards the horizon¬
tal will alter the distance between the lines, their
direction will be unchanged, hence no loss of paral¬
lelism. This fact admits of a little carelessness in
the placing of the prism in the trial frames, though
the axis should be vertical, so as to give the maxi¬
mum distance between the two extreme lines.

vice versa, depending on the nature of the individual
case.

" In my investigations I have always considered
the eye before which no prism is held as the one

under test. With the double prism before the right
eye, the patient is asked about the position and di¬
rection of the middle line. It may be nearer the
bottom, thus showing left hyperphoria ; or again, it-
may extend farther to the right than the other two
and not so far to the left, thus showing exophoria ;
or vice versa, showing esophoria. If the right ends
of the middle and bottom lines converge while the
left ends diverge, the superior oblique of the left eye
is at once shown to be in a state of underaction. Fig.
1 represents such a test of the left eye. Fig. 2 shows
a test of the left eye when the inferior oblique is the
too weak muscle. Fig. 3 represents a test of the right
eye, the loss of the parallelism between the lines
being due to underaction of its superior oblique, and
Fig. 4 the same condition of the inferior oblique of
the right eye. Fig. 5 represents a test of both eyes
when there is perfect equilibrium of the oblique
muscles.

" As is well known, the function of the oblique
muscles is to keep the naturally vertical meridians
of the two corneas parallel even when not vertical
[except in cases of uncorrected oblique astigmatism
as shown in Vol. i, No. 1, of the Ophthalmic Record].
This must be, or a troublesome form of double vision
will result. If there is a perfect equilibrium of the
obliques, this parallelism of the meridians named is
maintained without trouble ; but if the superior ob¬
lique of either eye be too strong for its inferior, or

vice versa, the parallelism of the vertical meridians is
preserved, and double vision prevented, only by ex¬

cessive work on the part of the weaker muscle. This
condition of the oblique muscles brings on, at longer

Flg. t. Fig. 8.

Fig.*. Fig.*

Fîtf.5.

" If there is a want of harmony on the part of the
oblique muscles, this test will show it at once in a
want of parallelism of the middle with the two other
lines, the right end of the middle line pointing towards
the bottom, and the left end towards the top, line, or

or shorter intervals, a train of nervous symptoms for
which, at present, I can see no hope of prevention
or cure."

As can be readily seen, the condition described then
was symmetrical insufficiency of the obliques. Up to
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that time I had not seen, nor had I heard of, a case
of non-symmetrical insufficiency of the obliques. Dr.
Moulton, however, reported such a case in a letter1
to the editor of the Ophthalmic Record. I had rea¬
soned that such a condition would not give trouble,
since the strong muscles would be allowed to act,
thus revolving the two eyes in the same direction,
but causing no disturbance of vision. I still believe
this reasoning correct except in cases of corrected
astigmatism. Such a case Dr. Moulton reported,
asking for an explanation of the fact that it became
necessary for him to rotate his 1.00 D. cylinders from
90° to 100°, in order that the patient might have
comfort, when several examinations under atropia
had shown that the axis of each cylinder should be
at 90°.

,

My explanation, published in connection
with his letter, was that there was insufficiency of
the superior oblique of her right eye and the infe¬
rior oblique of her left eye; that these weak mus¬

cles, at the times of the several examinations, exerted
their full amount of power and thus kept the best
meridians at 90° ; that these muscles at other times,
because of fatigue, could not exert the necessary
amount of power, and thus allowed their stronger
opposing muscles (the inferior oblique of right and
superior oblique of left) to change these meridians
from 90° to 100°. It was at such a time as this that
the doctor learned that the axes of his cylinders
should be placed at 100°. Comfort came to, and re¬
mained with, his patient as a result of this little
procedure. It was good ophthalmic practice, and
should be followed in all cases of astigmatism where
there is non-symmetrical insufficiency of the obliques.

In symmetrical insufficiency of the obliques the case
is very different, both in principle and practice. It
is for this latter condition that I am now able to
point out the remedy.

To illustrate clearly the principle and practice I will take
up for study the case of J. B. M., age 35, whose case I was
studying the moment the thought of the cure came to me.
Two years ago he came to consult me about a headache that
for a long time had troubled him, and which was growing
more severe. He had been advised that it was probably due
to eye-strain, and if so, it could be cured by properly ad¬
justed lenses. A preliminary examination showed only a
slight error of refraction. This he consented to have cor¬
rected, hoping that he would get relief, other means having
failed. Under homatropine the following correction was
given :

O. D. V. 20-xx with + .25 C + -25 cyl., ax. 155°.
O. S. V. 22-xx with -f .25 C + -50 cyl., ax. 90°.
It was determined at the same time that he had left

hyperphoria. It was also determined that he had insuffi¬
ciency of both right and left superior obliques. He was told
that all but the latter could be corrected ; that he would get
some, but not complete, relief by wearing his sphero-cylin-
der lenses, the left ground on a prism of %° base down ; that,
at times, the insufficiency of the obliques would give him
trouble, for there was nothing that could be done for this
condition. I did tell him that if, when engaged in near work,
he felt a headache coming on, he might cover one eye with
a flap, thus doing away with the strain necessary for harmo¬
nious action of the muscles of the two eyes. This he tried
occasionally, but found it very inconvenient to work with
one eye only. His attacks of suffering were greatly less¬
ened in both frequency and severity for some months, as a
result of the elimination of some of the factors formerly
constituting the cause of his suffering.

He wore his spectacles continually, but after awhile his
headaches began to return. They grew more frequent and
more severe until he became an almost daily sufferer. Not
infrequently on going home from his office his wife would
have to put him to bed like a child. He would occasionally
take medicines prescribed by his family physician to relieve
the severity of the attack.

At intervals, during the whole time, he would consult me.
When complaining I would tell him that I believed that the
then-active cause was the insufficiency of his superior
obliques, and that I was powerless to do more than I had
already advised. A few months ago I made a second exam¬
ination of his eyes under the influence of homatropine, but
only to find that the result of my former examination was
correct. I did not have to urge him to wear his glasses,
because he had learned that he was more comfortable with
than without them.

On the 13th of May, 1892, he came to me and said that I
must do something more for him ; that he must have relief.
Reminding him that I had twice investigated his eyes and
each time found the same conditions, and had corrected all
that was correctable, I told him that I was willing to try
again, but that I was now as unable to correct the insuffi¬
ciency of his obliques as I ever was. In the course of this
conversation I told him if he had but one eye, he would not
be a sufferer. Deciding that it would be four days before
he could return for another examination, he went away.
On the 17th at the hour appointed he came, and without
hope of finding an additional means of relief, I undertook
the investigation again. The results of former examina¬
tions as to lenses were confirmed. My study of the recti
muscles resulted as formerly in finding a left hyperphoria
oi %. With the remark, "We will now look into that incor-
rectable condition," I began to investigate the obliques.
Placing the 6° double prism before the right eye, the left
eye (the one under test) showed the middle line dipping
unmistakably to the right, as in Fig. 1, thus showing insuf¬
ficiency of the left superior oblique. Transferring the double
prism to the left eye, the right eye showed the middle line
dipping to the left, as in Fig. 3, thus showing insufficiency of
the right superior oblique. Having stated again that noth¬
ing more could be done for him, in a moment the thought
occurred to me that, if a cylinder were placed before the
eye in such a way as to make the line incline still more in
the same direction, on removing the double prism the weak
obliques would have to act more than usual in binocular vis¬
ion. I reasoned that this overaction being in the nature of
gymnastic exercise, if conducted properly must develop the
weak muscles, and thus be a source of relief to the patient.
Leaving the double prism in front of the right eye, I placed
a -4- 2.00 cylinder before the left, and revolving it so as to
bring its axis to 135°, the middle line was seen to dip very
much more to the right. I then turned the axis back to 90°,
when the dipping was the same as when no cylinder was on.
Turning the axis of the cylinder to 45°, the middle line was
made parallel with the other two (this little procedure of
placing the axis of a cyl. obliquely first in one direction, then
in the other, and watching the effect on the middle line, will
establish or disprove the correctness of the diagnosis). The
diagnosis made and positively confirmed, I at once com¬
menced the gymnastic exercise by placing a -j- 2.00 cyl.
before each eye, the axis of the right at 70° and the axis of
the left at 110°. The patient was asked to fix his vision on
a candle 20 feet distant (the double prism had been re¬
moved). In three minutes the axis of right cylinder was
turned to 60° and that of the left to 120°; three minutes
later the axis of right was placed at 50° and that of left at
130° ; and again in three minutes the axes were changed,
the right to 45° and the left to 135°. With each turning
there was additional demand made on the superior obliques,
the maximum being reached when the axes were respec¬
tively at 45° and 135°. With each turn the patient could
feel additional strain. The cylinders were allowed to remain
in this position of maximum effect three minutes, when they
were removed and the double prism test was applied. There
was the slightest, if any, dipping of the middle line. Both
patient and practitioner felt encouraged. He has returned
daily for the exercise, which has been conducted every time
in the manner above described.

On the day after the first exercise he resumed his office
work, which requires almost continuous near use of his eyes,
and has been absolutely comfortable up to this time—the
end of the eleventh day, and not one dose of medicine has
been taken. For the last three days, before beginning the
exercise, the test when applied to either eye showed but lit¬
tle, if any. want of parallelism of the lines. His improve¬
ment has been rapid and remarkable.

I have now under the exercise treatment a little
girl, age 15 years, whose trouble is insufficiency of
the inferior obliques. The dipping of the middle
line is to the left in the left eye and to the right in1 See Ophthalmic Record, Vol. i, No. 4,1891.
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the right eye—just the contrary of what was found
in the other case. The exercise in her case is carried
on by revolving spasmodically the axis of the right
cylinder from 90° to 135°, and that of left from 90°
to 45°, the reverse of the plan in the first case. She
does not bear the exercise as well as the first patient,
but her improvement in five days is noticeable.

My records for the past two years show a number
of cases of symmetrical insufficiency of the obliques, to
all of whom I stated: "For this condition I can do
nothing."

The condition is real, the treatment is rational and
relief must follow. The condition is easy of detec¬
tion and the insufficient muscle can be quickly lo¬
cated. The double prism before the right eye, the
middle line is seen by the left (the one under test) ;
if it dip towards the opposite (right) side, the supe¬
rior oblique is insufficient (see Fig. 1); if towards
the same side, the inferior oblique is insufficient (see
Fig. 2). The same is true when the right eye is under
test, as is shown in Figs. 3 and 4. In the treatment
either concave or convex cylinders can be used ; if
the concave are used and the insufficiency is in the
superior obliques, the axes must be placed in the
lower nasal quadrant, if in the inferior obliques, then
the axes must be placed in the lower temporal quad¬
rant. If for the exercise the convex cylinders are
chosen, the axes must be placed in the lower tempo¬
ral quadrant for insufficiency of the superior ob¬
liques, and in the lower nasal quadrant for insuffi¬
ciency of the inferior obliques. In either case the
effect is increased as the axis is made to move from
the vertical to the point of maximum effect, which
is 45° from the vertical. The exercise may be com¬
menced with a .50 to a 1.00 D. cylinder, and increased
each day a .50 D. up to 3.00 D. The cases will be
very rare that will require a stronger exercise cylin¬der than the last mentioned. The graduated exercise
should be continued not longer than twelve or fifteen
minutes daily. Each eye being affected, the exercise
cylinders are placed before both at the same time.

Discussion.
Dr. H. Gradle, Chicago :—Any one taking the trouble to

examine the eyes of healthy individuals as to the condition
of the muscular balance can convince himself that in a large
number of individuals, the muscular balance is not perfect
when binocular vision is absolute. There occurs vertical and
lateral, as well as the rotatory deviations, described by Dr.
Savage. Whether these deviations are the cause of the eyestrain and other nervous symptoms attributed to them by
certain eye surgeons, is an open question and I do not think
that this is the proper time to discuss that question, but I
would ask whether any tests have been made to prove
whether or not the symptoms of eye strain and nerve strain
are due to the deviation. According to the theory, the mus¬
cles are strained in the interest of binocular vision, and if
binocular vision is excluded the eye takes a position of rest.
If one eye is excluded from work, there should be no eye
strain. Has this experiment been made to determine whether
the eye strain, headache, etc., were abolished by the use of
one eye with the other excluded from light? I have done so
in a certain number of cases of strictly latent deviation and
found the test negative.

Dr. Charles Hermon Thomas, Philadelphia:—I have had
some experience in the line which Dr. Gradle suggests. I
have tried covering one eye where there were phoria faults
and found negative results very largely ¡wearing the cover
introduces a disturbing elament. A better test is to correct
the fault with prisms and note the results. Under these cir¬
cumstances the answer is usually positive.

As regards the particular point raised in the paper, I made
some tests according to the diagram of Dr. Savage in his
publication of last year, and found that they held perfectly,
but came to the conclusion that I could see nothing to be
done in these cases. Exercise of the muscles of the eye with

jrisms has not yielded satisfactory results in my hands. The
;ylinders used as described by Dr. Savage seem to act as
jrisms do on the recti, and I should expect the same nega-
;ive results which I have obtained from prisms used to exer-
;ise the other muscles. From an experience growing out of
some hundreds of cases of graduated tenotomy I am satis-
led that the latter may be expected to give much better
 esults.

I did not mean to be understood as disapproving of the use
)f prisms for the direct compensation of defects made out. I
lave the greatest appreciation of them for this purpose,
especially in the lower degrees. I do not believe, however,
in the value of prisms as a means of exercise to perma¬
nently influence the nutrition of weak muscles.

Dr. Leartus Connor, Detroit :—My experience with the use
jf prisms differs from that of Dr. Thomas. Possibly the
method of using partially accounts for this difference. I
smploy round prisms, so as to be able to shift them at any
ingle according as the weakness of any muscle may require.
The prisms are set in ordinary spectacle frames that they
may be worn constantly during a longer or shorter period
as each particular case may call for. By such use of prisms
alone, I have seen many cases of eye strain so completely
relieved, that the patients were enabled to resume their
ordinary duties, without the permanent use of any prism.
It must be said that most cases of heterophoria are cured
by the proper correction of their refraction. Such relief of
heterophoria is most satisfactory. The class relieved by
prisms just mentioned were those in which either there was
no refractive defect, or it it existed, its correction left a dis¬
tressing heterophoria. Another small class of cases require
the constant use of prisms and experience such comfort and
relief, that they will not part with them or consent to a rad¬
ical cure by tenotomy.

In a fourth class of cases all the measures mentioned fail,
and a more or less complete tenotomy is called for. Here
the results I have found most satisfactory. I never do a
tenotomy until convinced that spheres, cylinders or prisms
are insufficient to give satisfactory relief. By their aid I
have not yet failed to relieve the cases of insufficiency of
the oblique muscles, described by Dr. Savage. It will give
me pleasure to re-study the subject in the light of his inter¬
esting paper, and if the treatment suggested proves easier
and more satisfactory, to accord him my cordial thanks.

Dr. G. C. Savage, Nashville :—One of the gentleman asks
for proof that these muscle conditions can be properly
charged with the suffering that we see. He wants to know
if the correction of the error of refraction will not afford
relief. I am before you a personal example on this point. I
have a moderately high degree of astigmatism which was
corrected some ten years ago. Before that I had sick head¬
ache. The sphero-cylinders which I wore relieved me of the
pain above the left eye especially. From that time until
eighteen months ago I would every week of my life, espe¬
cially after I exercised myself in work, have a band-like feel¬
ing across my head from ear to ear. Dr. Stevens of New
York, had told me that I had half a degree of left hyper-
phoria but I did not attach much importance to so low a
degree ; but I decided to have the left lens ground on a half
degree prism base downward. There has never been that
band-like feeling since. Eight years ago, I corrected the
vision of a patient with hypermétropie astigmatism. I did
not test for any muscular error. The sphero-cylinders gave
relief for possibly two years. The suffering then began
again and she finally lost the ability to read ; and about two
months ago she returned. She had about ten degrees of
exophoria and I operated on her. There has been no suffer¬
ing since I did the partial tenotomy of the rectus muscle.

Trying to use one eye is a source of trouble to any body. If
we could get accustomed to it, heterophoria would be
relieved by excluding one eye entirely. It has been claimed
that when one eye was lost the other was stronger than the
two had been. We now know why this is true. A simple
prism will not exercise the oblique muscles in any position.
The prismatic effect of a cylinder does exercise the oblique
muscles as can be proven readily.

Hyposulphite Soda in Gastro-Intestinal Antisepsis.—
According to Goll the abandonment of sodium hyposulphite
in treating diseases of the stomach and intestines for other
and newer remedies is a great mistake. In solutions it is
far more efficacious than resorcin and all other stomachics
used in the treatment of gastric and intestinal catarrh.
Especially does it seem indicated in chronic catarrh : its
effects in this direction are very marked.—Pacific Record.
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